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Abstract
Reich, Catherine Marie. Ph.D. The University of Memphis. August and 2015. Are
Psychotherapies with More Dropout Also Less Effective? Major Professor: Jeffrey S.
Berman, Ph.D.
Psychotherapy dropout is often regarded as an indicator of treatment failure.
However, this assumed relationship between dropout and outcome has not been well
established. The current research consisted of three meta-analytic studies, the results of
which found (a) greater dropout from one treatment relative to another was predictive of
the greater effectiveness of that treatment for the completers (b) individuals who dropped
out of therapy were more distressed at posttreatment than individuals who completed
therapy, and (c) individuals who dropped out began treatment more distressed than those
who completed therapy. The issue of continued ambiguity in the meaning of dropout is
discussed as well as the promising potential for future research in the area of dropout as it
relates to outcome.
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Chapter 1
Introduction
A portion of clients who begin psychotherapy discontinue services prior to
completion of the treatment. Clinicians and researchers often regard this type of therapy
termination as a sign of treatment failure. The meaning of this behavior is ambiguous,
however, as clients may choose to drop out of therapy for other reasons such as
extratherapy barriers or even improvement of symptoms. It remains unclear whether the
decision to end services early may be regarded as an indicator of the ineffectiveness or
effectiveness of the treatment. With regard to symptom distress, it is also unknown how
these individuals compare to individuals who complete treatment. The current paper
presents three separate meta-analyses to address these questions.
Defining Psychotherapy Dropout
For the purposes of this paper, dropout is the unilateral decision on the part of the
client to discontinue treatment after the first session but before psychological services are
considered complete. Dropout is conceptually separate from treatment acceptability,
which refers to client preferences for different treatment rationales and the associated
impact of the preferences on treatment refusal before treatment has started (e.g., Walter,
Guyatt, Montori, Cook, & Prasad, 2006). Dropout has been measured in several different
ways. Some researchers have measured dropout in terms of the clinician’s judgment that
the client has terminated too soon (e.g., Hatchett & Park, 2003; Warnick, Gonzalez,
Weersing, Scahill, & Woolston, 2012) or the failure to achieve clinically significant
change as documented by the comparison of self-reported measures of distress to
normative data (Swift, Callahan, & Levine, 2009). Others have defined dropout by some
measurement of attendance such as failure to attend the last scheduled appointment (e.g.,
Hatchett & Park, 2003; Warnick et al., 2012), a specific number of sessions (e.g.,
Warnick et al., 2012), or attending less than the median number of sessions attended by
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all clients in the sample (e.g., Hatchett & Park, 2003). In addition to these definitions,
several terms have been used to refer to dropout, including: attrition, early withdrawal,
early termination, premature termination, and client-initiated unilateral termination.
These varying terms may have nuanced connotations but they have not been used
consistently in the literature to refer to specific ways of measuring or defining dropout.
For the purposes of this study, the term dropout is used to cover all of these different
terms and definitions.
Rates of Psychotherapy Dropout
The rate of dropout from psychotherapy seems to vary widely from 8% with
telephone administered psychotherapy (Mohr, Vella, Hart, Heckman, & Simon, 2008) to
estimates as high as 77% in university-based training clinics (Swift et al., 2009). Several
quantitative reviews have investigated the rates of dropout from psychotherapy
(Baekeland & Lundwall, 1975; Cuijpers, van Straten, Andersson, & van Oppen, 2008;
Garfield, 1994; Mohr et al. 2008; Olver, Stockdale, & Wormith, 2011; Phillips, 1985;
Wierzbicki & Pekarik, 1993). The most recent and comprehensive meta-analysis
reviewed 669 studies and found an average dropout rate of 20% (Swift & Greenberg,
2012). None of these quantitative reviews reported dropout rates separately for different
reasons for terminating.
Reasons for Psychotherapy Dropout
Implicit in the literature is the assumption that dropping out of treatment indicates a
poor outcome and is, therefore, an indicator of treatment failure. Inherent in the clinicianjudgment method of measuring dropout is an assumption that the client has discontinued
services prior to receiving the optimal benefit. In a few cases writers have described
dropout more explicitly as treatment failure or as an indicator of poor clinic performance
(e.g., Hunt & Andrews 1992; Samstag, Batchelder, Muran, Safran, & Winston, 1998). In
fact, researchers often substitute pretreatment measures for posttreatment measures in the
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analyses when the individuals who dropped out are not available for posttreatment
assessments. By substituting pretreatment scores, researchers are making the assumption
that individuals who dropped out do not improve at all. The client’s decision to drop out
of therapy is so negatively viewed by clinicians that some researchers have examined
dropout rates in relation to psychotherapist demoralization (see review by Barrett et al.,
2009; Piselli, Halgin, & MacEwan, 2011) and have proposed steps therapists can take to
help manage personal reactions to dropout (Schaeffer & Kaiser, 2013). The majority of
the research to date on psychotherapy dropout has focused on identifying “at risk”
individuals so that strategies can be developed to prevent clients from discontinuing
services prematurely. In addition, clinical trials of psychotherapy researchers often
include an analysis of dropout rates of different treatments and these results were
discussed as though dropping out were synonymous with poor outcome.
An examination of client-stated reasons for leaving treatment early, however, does
not support this conceptualization of dropout as necessarily negative. In a primary study
conducted at a community mental health center, 26% of dropouts reported discontinuing
treatment because they disliked the services and 35% reported logistical constraints (e.g.,
transportation difficulties); however, the largest portion of clients (39%) reported no
longer needing services (Pekarik, 1983b). In addition, the clients who reported no longer
needing services and those reporting logistical constraints showed improvement on selfreported distress since initiating therapy (Pekarik, 1983b). In another study, clients who
dropped out before the fifth session were more likely to cite situational constraints and
discomfort with services as their reason for terminating whereas clients who terminated
later were more likely to report improvement and positive perceptions of their therapist
(Hynan, 1990).
Perhaps due to the strength of the belief that psychotherapy dropout is an indicator
of poor client outcomes, these findings regarding client-stated reasons for leaving therapy
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are sometimes met with skepticism. One might question whether clients who leave
therapy early and report improvement will experience relapse soon after discontinuing or
whether this change represents “clinically significant change” rather than a “good
enough” outcome that might still include elevated distress and symptoms relative to
normative populations.
Although dropping out due to logistical constraints may seem unrelated to treatment
success or failure, this form of dropout may also be doubted as the “real reason” for
leaving therapy. In fact, discontinuing treatment because of extra-therapy barriers could
be considered a sign of treatment failure nonetheless as clients might be more motivated
to find a way to resolve these logistical constraints and continue therapy if they were
finding the treatment useful enough to warrant such efforts. In addition, clients may
believe they are failing in the treatment and may use extra-therapy factors as an excuse
for terminating. Alternatively, one might argue that people are less likely to leave an
ineffective treatment for logistical reasons because they have not yet gained enough
symptom relief. In both of these examples, the treatment is ineffective; however, the
clients are expected to discontinue in one and continue in spite of these extra-therapy
commitments in another.
Psychotherapy Outcome and Dropout
Given the ambiguous meaning of psychotherapy dropout, the relative outcomes of
completers versus noncompleters might clarify this issue. Surprisingly few primary
studies have focused on this question, however. Although clients who leave treatment
early tend to report perceptions of improvement relative to the start of treatment (e.g.,
Lampropoulos, 2010; Silverman & Beech, 1979), some studies have found that dropouts
have more psychological symptoms than completers (Bryant et al., 2007) and less
symptom relief (Cahill et al., 2003; Klein, Stone, Hicks, & Pritchard, 2003). Other studies
have concluded the reverse, with dropouts reporting fewer symptoms relative to
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completers (Hansen, Hoogduin, Schaap, & de Haan, 1992), improvement following
dropout (DiPietro, Valoroso, Fichele, Bruno, & Sorge, 2002; Manthei, 1995), no
evidence of relapse (Borrelli et al., 2002), and satisfaction with the services they received
(Silverman, & Beech, 1979). Still others have failed to detect differences between
dropouts and completers when using client-rated outcomes (Kolb, Beutler, Davis, Crago,
& Shanfield, 1985). Among the studies that have been conducted, many are limited in the
conclusions that can be drawn due to the use of qualitative designs, surveying of
individuals who dropout, without comparison to completers, or attention to highly
specific populations or settings. Given the inconsistent findings regarding outcome and
dropout in primary studies and the conceptual importance of this issue, a meta-analysis
might be helpful for understanding the importance of dropout from psychotherapy
outcome.
One reason for the discrepancies in these findings might be that there are different
reasons for dropout, which are uniquely related to outcome. Another explanation for
these discrepant findings might reflect the timing of the dropout. Pekarik (1983a) found
that clients who had attended only 1 or 2 therapy sessions had poor outcomes at follow
up, whereas individuals who dropped out later in treatment were significantly improved
at follow-up.
The Current Research
In examining the relevance of dropout for psychotherapy outcome, three related
questions were considered and addressed in three separate meta-analyses:
1. Is dropout an indicator of treatment effectiveness for those who complete the
therapy? In other words, when comparing two treatments, is the rate of dropout from one
treatment relative to another predictive of the relative effectiveness of those treatments
for the completers? Conventional wisdom would predict that higher rates of dropout
herald a less effective treatment and that this effect would vary in its strength depending
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on the type of dropout. For example, higher rates of dropout due to discontent with the
treatment might be expected to be more highly related to treatment ineffectiveness than
dropout due to logistical constraints. Therefore, the first set of analyses examined
comparative treatment trials that reported the rates and reasons given for dropout for each
treatment group as well as the therapeutic outcomes of these treatments.
2. Regardless of whether or not dropout is an indicator of successful or poor
outcomes for the completers, one might wonder how dropouts fare compared to treatment
completers with regard to outcome. Conventional wisdom would predict that dropouts
would have poorer treatment outcomes relative to completers. To assess this possibility,
studies comparing outcomes for dropouts and completers posttreatment were examined
with the second set of analyses.
3. Even if posttreatment status for individuals who drop out is poorer than for
completers, one might wonder whether clients who drop out begin their treatment with
more or less severe symptom distress. As such, studies reporting the level of pretreatment
symptom distress for treatment dropouts and completers were used for the third set of
analyses.
It may also be possible that dropout is relevant only for the treatment outcome under
certain conditions. Therefore, analyses also addressed whether the relevance of dropout
for treatment outcome varied as a function of any available treatment, therapist, client, or
study factors.
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Chapter 2
Overall Method
Studies
Search methods. The 669 articles of the Swift and Greenberg (2012) meta-analysis
regarding psychotherapy dropout were first screened for eligible articles. Studies
published after the Swift and Greenberg (2012) meta-analysis search were identified
through PsycINFO and PsycARTICLES using the terms dropout, attrition, or termination
combined with either psychotherapy or treatment from the period of 2010 to 2015. This
database search yielded an additional 733 articles. Finally, issues of psychotherapy
journals were hand searched including the American Journal of Psychiatry, Behavior
Therapy, Behaviour Research and Therapy, British Journal of Psychiatry, Journal of
Clinical Psychology, Journal of Consulting and Clinical Psychology, Psychotherapy, and
Psychotherapy Research also from the period of 2010 to 2015. These journals were
selected because they commonly feature psychotherapy outcome research and were
available through the University of Memphis library journal holdings. The hand search
yielded an additional 962 articles.
Selection criteria. Of the articles screened, 394 were excluded from all three metaanalyses of the current study because they were not psychological treatment studies (e.g.,
psychopathology, theoretical, or statistical studies). Studies with qualitative and singlesubject designs as well as single session treatments were excluded (N = 38). Studies were
also excluded if they failed to report client outcomes at all (N = 250) or did not provide
analyses specific to the completers of the therapy (N = 132). Studies were further
excluded if they failed to report dropout rates (N = 218), had no dropout in the study (N =
73), dropouts were replaced, excluded from analyses, or missing data for dropouts were
statistically estimated (N = 24), or if dropout was not reported separately from other
factors (e.g., attendance, attrition during waitlist, study attrition). Pharmocotherapy
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studies (N = 119) and studies with treatments that were not face-to-face, such as self-help
or a technology-administered treatment (N = 86), were also excluded. Studies with
treatments that took place entirely in inpatient units or in prison (N = 16) or studies of
individuals with psychosis (N = 24), children (N = 16), or families/couples (N = 4) were
also excluded because in each case the decision to continue treatment might be less
voluntary for these individuals. Additional selection criteria were applied for each
research question and are described in Chapters 3, 5, and 7 of this paper.
Procedure
Coding. All coding was conducted by the investigator. Dropout rates were analyzed
as proportions of the total sample at the start of the treatment. Because proportions
produce abnormal distributions as the data points approach zero, and dropout typically
involves low proportions, all proportion were transformed using the arcsine
transformation (Keppel & Wickens, 2004, Chapter 7, p. 155).
Cohen’s (1977) d, a measure of effect size, was used to calculate group differences
for symptom severity measures:

where the mean score of one group (m2) is taken from the mean of another (m1) and
dividing that number by the pooled within-groups standard deviation. When the means
and standard deviations were not reported in the publication or in supplemental materials,
alternative methods for calculating Cohen’s d were utilized such as the t-statistic method:

and the F-ratio method:
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Another method calculates Cohen’s d from percentages reported (e.g., the percent
improved by one group versus another). The percentages method also uses the t-test
formula with the percentages first transformed to proportions and the standard deviations
of the proportion for each group calculated as the square root of p*q, where p is the mean
of the proportion and q is (1 - mean of the proportion).
If only the p-value was provided, a method was used that determines the exact tstatistic with the specified degrees of freedom that would result in that two-tailed p-value
and then uses the t-statistic method to calculate the Cohen’s d.
In all cases the Hedge’s g transformation was used to correct for abnormal
distributions caused by small sample sizes: g = 1-3 / (4N1+4N2-9)d.
For all three research questions, additional variables were coded as available for
descriptive purposes and to explore potential moderating effects. Two variables related to
dropout were coded: the study definition of dropout was recorded and the average
number of sessions before dropout occurred. When the exact average for the timing of
dropout was not given but instead a range (e.g., “dropout occurred between session 2 and
4”), the midpoint of the range was recorded. Because the length of treatments varied from
study to study, dropout timing was calculated as the proportion of sessions attended
before dropping divided by the total number of sessions specified by the research
protocol.
Treatment variables such as the number of sessions, the length of sessions in
minutes, the name of the treatment, the modality, as well as whether or not the treatment
was time limited or based on a manual was also recorded.
Therapist and client variables were also coded. Therapist degree type, professional
discipline, and years of clinical experience were coded. Client variables such as average
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age, proportion of males and females, proportion in a romantic relationship, proportion
employed, proportion belonging to different ethnic groups, and presenting problems were
also coded.
Finally, study variables were recorded such as the year of publication, study design
type, treatment setting, whether assessments were conducted with blind assessors or not,
and whether the studies were supported by external funding. The name of each measure
was recorded and coded for the source of the measure: client (e.g., Beck Depression
Inventory), clinician (e.g., Anxiety Disorders Interview Schedule), or physiological (e.g.,
body mass index, carbon dioxide output). Studies were also coded as to whether each
measure was considered primary or secondary to the researcher’s main hypotheses. For
example, the Beck Depression Inventory may be a primary measure for a treatment
targeting depression but a secondary measure for a treatment targeting obsessivecompulsive disorder. If the study failed to specify this information, all measures were
assumed to be primary.
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Chapter 3
Dropout and Outcome
Dropout has sometimes been regarded as a sign of or proxy for treatment failure. To
assess this directly, data would be needed from the completers and the dropouts in
different treatments. Typically, however, comparative treatment researchers report the
outcomes for the completers of the treatment only or substitute the baseline scores for
dropouts because outcomes for clients who dropped out were not collected. In the
absence of such data, the first question in the current research was whether differential
rates of dropout are at least an indicator of outcome for the completers of the treatment.
Finding an association of this kind would not definitively answer the question of whether
dropout is an indicator of treatment effectiveness, but establishing whether such an
association exists and the direction of an association is an essential first step.
To investigate this question, the relative rates of dropout and treatment effectiveness
were derived from studies comparing two or more treatments. Relative rates of different
reasons for dropping out were also examined including: volitional reasons (i.e., client
decision to stop due to discontent with the therapeutic experience), nonvolitional (i.e.,
extra-therapy barriers to attendance), withdrawal (e.g., removal from the treatment by the
clinician or researcher), improvement (i.e., client decision to stop therapy due to the
perception it is no longer needed), and unknown reasons (i.e., failure to return for the last
scheduled appointment without explanation). If an association between relative dropout
and outcome were present, one might wonder if treatment credibility serves as an
intermediary variable for this effect. Therefore, differences in ratings of treatment
credibility were also investigated in relation to relative dropout and relative outcomes.
Potential moderators of the relative dropout-outcome association were also assessed.
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Method
Selection criteria. The first question required additional selection criteria to the
ones listed in the overall method in Chapter 2 of this paper. To be included in these
analyses, studies must have also compared at least one treatment to either another
treatment or an active credible control group (N = 459 excluded) and report the reasons
for treatment dropout separately for the treatments being compared (N = 185 excluded).
A total of 32 studies met these criteria for the first research question.
Study characteristics. Table 1 and 2 present the descriptive statistics for the 32
eligible studies (see Appendix 1 for full list of articles). The rate of dropout in the studies
Table 1
Dropout Rates and Dropout Timing in the Studies Reviewed
N of
Study characteristic

Studies

M

Range

Percentage of study dropout
Overall

32

17.1

2.0–47.0

Volitional

32

5.7

1.0–18.1

Nonvolitional

32

6.4

0.6–21.7

Withdrawn

32

2.8

0.5–7.4

Improvement

32

2.4

0.5–6.9

Unknown

32

4.4

0.5–23.0

Number of sessions before drop

18

5.6

1.0–24.3

Percentage of treatment before drop

18

34.2

11.8–53.3

Note. Percentage data were transformed back for ease of interpretation.
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was approximately 17%, with rates ranging from less than 1 to 24 depending on the
nature of the dropout. Dropout typically occurred before the sixth session and after
approximately one third of the treatment was completed. The most common definition of
dropout was failure to complete all of the sessions offered by the treatment protocol,
which was utilized by 13 of the studies (40.6%). Ten of the studies defined dropout as the
failure to make it to a specific cut off number of predetermined sessions thought to be
sufficient for treatment gains (31.3%). An additional 2 studies defined dropout as the
failure to meet a session cut off or the client’s explicit statement of a desire to discontinue
even if termination occurred after the cut off (6.3%). One study defined dropout as the
failure to meet a session cut off or termination without mutual agreement from the
clinician before the cut off (3.1%). The remaining 6 studies failed to specify how dropout
was determined (18.8%).
Some of the 32 studies compared more than two treatments resulting in a total of 40
different treatment comparisons. As can be seen in Table 2, treatment on average
consisted of 16 sessions with sessions lasting just over an hour. The majority of studies
reviewed involved cognitive-behavioral therapy (n = 26 or 81.3%). In addition the
following therapies were utilized: 15 supportive or treatment as usual (46.9%), 4 dynamic
(12.5%), 4 third-wave behavioral (12.5%), 3 humanistic-experiential (9.4%), 1 eye
movement desensitization and reprocessing (3.1%) and 1 spiritually-enhanced therapy
(3.1%). These treatments were usually individually administered, as was the case for 25
of the studies (78.1%). Six studies investigated group therapy (19.8%) and 1 study
examined a combination of individual and group (3.1%). Eleven studies included
treatment comparisons that were theoretically similar, such as two versions of a cognitive
behavioral therapy (34.4%), and 24 of the studies compared theoretically different
treatments (76.0%). In 10 studies (31.2%) cognitive behavioral therapy was compared to
a supportive therapy. In another 3 studies (12.5%) cognitive behavioral therapy was
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compared to a dynamic therapy. Thirty studies, comprising almost all of the sample,
examined time-limited treatments (93.8%) and nearly all of the studies implemented
manualized treatments 25 (78.1%).
Table 2
Characteristics of the Studies Reviewed
N of
Study characteristic

Studies

M

Range

Number of sessions

32

16.3

4.0–86.7

Session length in minutes

27

73.6

25.6–172.5

Number of therapists

30

14.2

2.0–54.0

Therapist experience in years

11

8.4

1.5–17.5

Number of clients

32

63.5

23.0–193.3

Client age in years

29

44.3

32.4–71.1

Percentage of females clients

28

61.8

4.2–97.3

Percentage in a relationship

18

56.7

32.3–77.0

Percentage of Caucasian clients

21

77.2

3.4–97.7

Percentage employed

16

60.3

18.5–93.6

Year of publication

32

2006.3

1993–2014

Note. Percentage data were transformed back for ease of interpretation.

The 32 studies included approximately 14 therapists, each with a little over 8 years
of experience on average (see Table 2). These studies included therapists with the
following professional backgrounds: 10 doctoral degree (31.3%), 5 master’s degree
(15.6%), 5 predoctoral graduate student (15.6%), 1 intern (3.1%), 7 mixed (21.9%), and 4
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failed to report this information (12.5%). Seventeen of the studies included psychologist
therapists (53.1%), 9 utilized a mix of disciplines (28.1%), 1 employed social workers
(3.1%), 1 used psychiatrists (3.1%), and 4 failed to report this information (12.5%).
As can be seen in Table 2 approximately 63 clients (mean age = 44) participated in
each study on average. These clients were predominantly employed Caucasian women in
a romantic relationship. These studies targeted the following client presenting problems:
10 anxiety (31.3%), 8 depression (25.0%), 6 stress-related disorders (18.8%), 4 eating
disorders (12.3%), 2 behavioral health problems (6.3%), 1 complicated grief (3.1%), and
1 study with a mixed population (3.1%).
The studies were published between 1993 and 2014, all were randomized clinical
trial designs (100%), and 28 studies reported grant funding (87.5%). Twenty-two of the
studies (68.8%) explicitly stated that assessors were blind to the treatment conditions
when evaluating the clients. The studies were conducted in the following settings: 18
university clinics (56.3%), 5 outpatient clinics (15.6%), 3 Veteran Affairs Medical
Centers (9.4%), 2 outpatient hospital clinics (6.3%), 1 university counseling center
(3.1%), 1 multiple settings (3.1%), 1 refugee community (3.1%), and 1 study failed to
report this information (3.1%). Outcomes were measured by self-report in all but one of
the studies (96.9%). Evaluator measured assessments were also utilized by 14 of the
studies (43.8%). Three studies also included physiological measures (9.4%).
Procedure
Coding. The rate of dropout of one treatment in a study was subtracted from the rate
of dropout in another treatment in the same study. Volitional dropout was coded when the
study stated the clients chose to end therapy early due to discontent with the therapeutic
experience. Nonvolitional dropout was coded when the clients reported extratherapy
barriers to attendance as their reason for ending therapy prematurely (e.g., scheduling
conflicts, moving out of the area, child care or transportation barriers). Withdrawal was
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coded as the reason when the researchers stated they or the clinicians made the decision
to end treatment or refer the client to an alternative service (e.g., violation of a study
protocol such as starting a medication or deterioration of a co-morbid diagnosis or severe
deterioration of the target diagnosis). Improvement was coded when the study stated the
client had improved and no longer needed or wanted therapy and such cases were not
counted among the full treatment completers. Dropout was coded as unknown if the
researchers labeled it as such or as “other” and typically included situations in which the
client failed to return for additional therapy sessions without further contact with the
clinician or researchers. These dropout types were used to calculate the difference in rates
between the two treatments.
Cohen’s d (with the Hedge’s g transformation, see chapter 2) was used to calculate
the standardized difference between outcomes for those who completed one active
treatment versus another for each measure reported. There were 152 unique outcome
measures across the 32 studies resulting in a total of 481 effect sizes calculated. Two
hundred and sixty-three of these effect sizes (92.3%) were calculated using the mean and
standard deviation method described in Chapter 2. Six studies provided the percentages
(2.1%), and the accommodated t-statistic method described in chapter 2 was utilized. An
additional 6 studies reported the appropriate effect size in the article.
Unlike other psychotherapy meta-analyses that might strive to compare a specific
treatment to another, the order of treatments being compared for the current research was
arbitrary. To ensure that the difference in dropout rate of treatment 1 relative to treatment
2 was the same order and comparison as the difference in the effectiveness of treatment 1
and treatment 2 effect size, the comparisons were always coded such that the treatment
that was alphabetically first by name was assigned to treatment 1. A positive difference
score for dropout rates between treatments indicates that treatment 1 had more dropout
than treatment 2, whereas a negative difference score indicates more dropout in treatment
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2 relative to treatment 1. A positive outcome effect size indicates in this study question
that the first treatment coded was more effective than the second treatment coded,
whereas a negative effect size indicates the second treatment was more effective.
In addition to dropout difference and outcome effect size, the current study was
coded for treatment credibility. Twelve studies reported treatment credibility ratings
separately for each treatment in the study. The effect size for the difference in credibility
between treatments was calculated in the same manner as described above for treatment
outcome.
Preliminary Analyses
Each study could have included multiple comparisons (M = 1.23, SD = 0.65) and
each comparison could have a number of outcome measures (M = 6.93, SD = 5.10). Some
researchers treated each effect size as independent observations (e.g., see Smith et al.,
1980, Chapter 4). This method might not be advisable, however, as equally weighting all
effect sizes gives more weight to studies with a greater number of measures and
potentially violates the assumption of statistical independence, which could inflate tests
of statistical significance (see Glass et al., 1981, Chapter 6). Independence in this dataset
was assessed by examining whether there was greater variation within comparisons than
between comparisons. This analysis demonstrated that effect sizes from the same
treatment comparisons were more similar than effect sizes from different comparisons,
F(40, 252) = 13.11, p < .001. An additional analysis revealed similar clustering for effect
sizes from the same study, F(32, 260) = 12.37, p < .001. To address this
nonindependence, the 481 effect sizes were averaged so that studies with multiple effect
sizes had one observation resulting in 32 effect sizes. However, separate means for
different types of outcome measures and treatment variables were also retained. For
example, if a study contained both self-report and assessor-rated measures, all the selfreport measures were averaged and all the assessor-rated measures were averaged
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resulting in two separate effect sizes for the study. In addition, a paired samples t-test of
the 24 studies that reported both posttreatment (M = -0.04, SD = 0.45) and follow up (M
= 0.17, SD = 0.43) data revealed that these effect sizes were reliably different from one
another, t(23) = -3.43, p = .002. As such, means of posttreatment and follow up effect
sizes were calculated.
These studies also varied by the number of participants in each study. One might
expect effect sizes to vary less when sample sizes are small versus large. Studies with
small samples may be more likely to be published when they are statistically significant,
which is more likely to occur when treatment effect sizes are large. Therefore, a
regression was conducted in which the sample size of the study was used to predict the
outcome effect sizes. Analyses revealed that the squared residuals or errors from this
regression did not vary reliably at posttreatment, r(30) = -.30, p = .09, nor at follow up,
r(30) = -.13, p = .5. Therefore, the following analyses were not weighted by sample size.
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Chapter 4
Results for Dropout and Outcome
Dropout Types
Table 3 displays the correlation coefficients for the difference between treatments
for each type of dropout with each other. The correlations were small and none were
statistically significant, indicating that treatments with more or less of one type of
dropout did not reliably tend to have another type of dropout.
Table 3
Associations between Different Types of Relative Dropout
Volitional
Volitional
Nonvolitional

Nonvolitional

Withdrawn

Improved

–
.32

–

Withdrawn

-.06

-.18

–

Improved

-.03

-.004

.27

–

Unknown

.25

-.01

.14

-.07

Note. N = 32 All ps > .07

Dropout and Outcome
As can be seen in Table 4, associations between relative dropout and relative
outcome tended to be negative. Here a negative correlation indicates that greater dropout
from a treatment was related to poorer outcomes in that treatment for the completers,
when the rates of dropout and outcome distress were compared to another treatment.
Greater dropout due to withdrawal or improvement was reliably associated with poorer
outcomes for the treatment.
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Table 4
Associations between Dropout and Completer Outcome at
Posttreatment and Follow Up
Dropout type

Posttreatmenta

Follow upb

Overall

-.31

-.17

Volitional

-.28

-.19

Nonvolitional

-.03

.02

Withdrawn

-.44*

-.40*

Improvement

-.59*

-.49*

Unknown

-.12

.04

a N = 31. b N = 25.
*p < .05

Treatment Credibility
Twelve studies reported client perceptions of treatment credibility for each treatment
investigated. As can be seen in Table 5, the difference between treatments for perceptions
of credibility were not reliably associated with the difference between these treatments
for most forms of dropout or for therapeutic effectiveness, with one exception. Greater
levels of dropout for unknown reasons were reliably associated with poorer perceptions
of the treatment’s credibility.
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Table 5
Associations for Treatment Credibility with
Dropout and Outcome
Difference score

r

p

Dropout type difference a
Overall

-.02

.9

Volitional

-.07

.8

.53

.08

Withdrawn

-.11

.7

Improvement

-.37

.2

Unknown

-.64

.03

Nonvolitional

Outcome effect size
Posttreatment a

.34

.3

Follow up b

.08

.8

a N = 12. b N = 9.

Moderators at Posttreatment
A series of interaction analyses were conducted to first examine whether the
relationship between relative dropout and outcome varied as a function of any treatment,
therapist, client, or study variables at posttreatment.
Definition and timing of dropout. As can be seen in Table 6, the relationship
between relative dropout and outcome did not reliably vary as a function of whether
dropout was defined as the failure to complete the entire treatment or not. The dropout-
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outcome relationship also did not vary reliably depending on the proportion of treatment
completed before dropout occurred.
Table 6
Interactions for Definition and Timing of Dropout as Moderators of the
Dropout-Outcome Relationship at Posttreatment
Interaction

B

S.E.

t

Dropout definition ×a
Overall dropout

-0.05

0.48

0.10

Volitional dropout

-0.46

0.86

0.53

0.82

0.77

1.07

Withdrawal

-2.15

1.86

1.15

Improvement dropout

-0.39

2.92

0.14

1.18

2.09

0.57

Nonvolitional dropout

Unknown dropout

Dropout timing ×b
Overall dropout

-3.43

2.82

1.22

Volitional dropout

-5.18

3.76

1.38

6.35

4.44

1.43

10.52

14.72

0.71

-38.96

30.09

1.29

-5.02

5.86

0.86

Nonvolitional dropout
Withdrawal
Improvement dropout
Unknown dropout
Note. All ps > .2.
a N = 26. b N = 18.
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Treatment factors. Table 7 presents the interaction analyses for number of sessions
as moderators of the relative dropout-outcome relationship. The relative dropout and
outcome relationship did vary depending on the number of sessions in some cases.
Table 7
Interactions for Dropout Definition a as Moderators of the DropoutOutcome Relationship at Posttreatment
Interaction

B

S.E.

t

Number of sessions ×
Overall dropout

-0.06

0.03

2.04*

Volitional dropout

-0.09

0.03

2.84*

0.03

0.03

1.09

Withdrawal

-0.03

0.04

0.89

Improvement dropout

-0.18

0.14

1.28

Unknown dropout

-0.11

0.04

2.48*

Nonvolitional dropout

Note. N = 31.
* p ≤ .05
When treatments were shorter in length, greater overall dropout was associated with
worse outcomes, b = -1.31, t(27) = 2.57, p = .02 (see Figure 1). However, when
treatments were longer, the association between overall dropout and outcome was not
reliable, b = 0.48, t(27) = 1.00, p = .3. This same pattern was observed for volitional and
unknown reasons for dropout. That is, when the treatment was short, greater volitional
dropout b = -1.87, t(27) = 3.11, p = .004 or greater dropout for unknown reasons b = 1.82, t(27) = 2.45, p = .02 were both associated with poorer outcomes. When treatments
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were longer, volitional dropout b = 0.99, t(27) = 1.54, p =.1 and unknown dropout b =
1.52, t(27) = 1.88, p = .07 were not reliably associated with treatment outcome.

Figure 1. The interaction of differential dropout and treatment
length for completer outcome effect sizes.

Table 8 presents the associations between different types of relative dropout and
outcome when two treatments were compared from the same or similar theoretical
orientation as well as two treatments derived from different theoretical backgrounds. As
can be seen, the same general pattern of greater dropout being associated with poorer
outcomes was observed. To test if same-theory comparisons reliably differ from
different-theory comparisons, the interaction of relative dropout and theory type was
tested. To avoid violating the assumption of independence–when studies have an effect
size for both same and different-theory comparisons–the same-theory value was used and
not the different-theory value. This interaction analysis was not statistically significant,
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volitional dropout × theory interaction b = .981, t(27) = 1.33, p = .2. None of the other
dropout type × theory interactions were statistically reliable either, all interaction ps > .1.

Table 8
Associations for Dropout and Outcome
Separate for Therapeutic Orientation
Comparison Type at Posttreatment
Same a

Different b

Overall

-.52

-.23

Volitional

-.84*

-.24

.53

-.13

Withdrawn

-.87*

-.14

Improvement

-.64*

-.57*

Unknown

-.59

.05

Nonvolitional

a N=10 b N=24
*p < .05

Client factors. The relative dropout-outcome relationship did not vary reliably as a
function of client age (see Table 9). The association of dropout and outcome also did not
vary depending on the proportion of male versus female clients in the studies.
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Table 9
Interactions for Client Age and Proportion of Males as Moderators of
the Dropout-Outcome Relationship at Posttreatment
Interaction

B

S.E.

t

Client age ×a
Overall dropout

0.02

0.03

0.59

-0.04

0.05

0.78

0.00

0.04

0.06

Withdrawal

-0.23

0.19

1.21

Improvement dropout

-0.15

0.28

0.53

Unknown dropout

-0.02

0.07

0.33

Volitional dropout
Nonvolitional dropout

Client sex ×b
Overall dropout

0.34

0.49

0.71

Volitional dropout

1.37

0.72

1.89

Nonvolitional dropout

-0.32

0.56

0.58

Withdrawal

-0.24

1.07

0.23

Improvement dropout

0.67

1.75

0.38

Unknown dropout

1.58

0.87

1.81

a N = 28. b N = 27
* p < .05
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Therapist degree. As can be seen in Table 10, the relationship between relative
dropout and outcome did not reliably vary depending on whether the therapists in the
studies had a terminal degree, such as a masters or doctorate versus trainee status.
Table 10
Interactions for Therapist Degree Type as a Moderators of the DropoutOutcome Relationship at Posttreatment
Interaction

B

S.E.

t

Therapist degree ×
Overall dropout

0.57

0.46

1.23

Volitional dropout

0.61

0.74

0.82

Nonvolitional dropout

-0.24

0.65

0.36

Withdrawal

-0.16

1.47

0.11

Improvement dropout

1.10

3.03

0.36

Unknown dropout

0.62

0.90

0.69

Note. N = 28. All ps > .2.

Study factors. Table 11 displays the findings for the interactions between dropout
and year of publication for treatment outcome. None of these interactions were
statistically significant. Table 12 displays the correlations between different types of
dropout and outcome broken down by the measurement type (i.e., primary or secondary)
and by the source of the outcome measure (i.e., client of assessor). As can be seen these
associations are again typically negative such that more dropout was associated with
poorer outcomes. To test if the findings reliably differ depending on whether the
outcomes were primary or secondary, the interaction of relative dropout and
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measurement type was tested. To avoid violating the assumption of independence, when
studies have an effect size for both primary and secondary measures, the secondary
measure value was used and not the primary value. None of these interactions were
statistically reliable, all interaction ps > .06. A similar analysis was conducted with
outcome source as a moderator with values counted toward the assessor when both types
were available and these interactions were also not statistically significant, all interaction
ps > .08.
Table 11
Interactions for Year of Publication as Moderators of the DropoutOutcome Relationship at Follow Up
Interaction

B

S.E.

t

Overall dropout

-0.06

0.04

1.24

Volitional dropout

-0.07

0.06

1.15

0.02

0.06

0.24

Withdrawal

-0.04

0.12

0.32

Improvement dropout

-0.09

0.39

0.22

Unknown dropout

-0.07

0.09

0.79

Nonvolitional dropout

Note. N = 31. All ps > .2.
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Table 12
Associations between Differential Dropout and Effect Size for Specific
Outcome Types at Posttreatment
Measure

Primarya

Source

Secondaryb

Clientc

Assessord

Overall

-.33

.02

-.33

.09

Volitional

-.28

-.05

-.28

-.03

Nonvolitional

-.02

.37

-.06

.38

Withdrawn

-.42*

-.38

-.45*

.04

Improvement

-.55*

-.59*

-.61

-.04

Unknown

-.18

.01

-.12

.00

a N = 31. b N = 16. c N = 25. d N = 12.
*p < .05

Moderators at Follow Up
The same interaction analyses described above for treatment, therapist, client, and
study factors were carried out for effect sizes at follow up when an adequate number of
studies were available.
Dropout definition and treatment factors. Table 13 presents the results of the
interactions of definitions of dropout and relative dropout for outcome effect size.
Definition of dropout was not a statistically significant moderator of the dropout-outcome
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relationship. In addition, the relationship between dropout and outcome did not reliably
depend on treatment length at follow up.
Table 13
Interactions for Dropout Definition and Treatment Length as
Moderators of the Dropout-Outcome Relationship at Follow Up
Interaction

B

S.E.

t

Dropout definition ×a
Overall dropout

0.19

0.40

0.49

-0.35

0.81

0.43

Nonvolitional dropout

0.82

0.57

1.44

Withdrawal

1.86

2.71

0.69

Improvement dropout

1.33

2.08

0.64

-0.29

1.06

0.28

Volitional dropout

Unknown dropout

Number of sessions ×b
Overall dropout

-0.02

0.03

0.69

Volitional dropout

-0.05

0.04

1.29

0.04

0.03

1.07

Withdrawal

-0.01

0.04

0.24

Improvement dropout

-0.05

0.16

0.28

Unknown dropout

-0.08

0.05

1.48

Nonvolitional dropout

Note. All ps > .1.
a N = 19. b N = 25.
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Table 14 presents the associations between dropout and outcome when two treatments
were compared from the same theoretical orientation as well as two treatments that were
compared from different theoretical backgrounds. To test if same-theory comparisons
reliably differed from different-theory comparisons, the interaction of relative dropout
and theory type was tested. Similar to the method described at posttreatment, when
studies had an effect size for both same and different-theory comparisons, the sametheory value was used and not the different-theory value. None of the dropout type ×
theory interactions were statistically significant, all interaction ps > .2.
Table 14
Associations for Dropout and Outcome
Separate for Therapeutic Orientation
Comparison Type at Follow Up
Same a

Different b

Overall

-.01

-.14

Volitional

-.20

-.27

.55

-.11

Withdrawn

-.81*

-.09

Improvement

-.32

-.45

Unknown

-.16

.10

Nonvolitional

a N = 10. b N = 24.
*p < .05
Client factors. Table 15 presents the results of the analyses of client age and
proportion of males as moderators of the relative dropout-outcome relationship. None of

31

the age × dropout type interactions nor the sex × dropout type interactions were
statistically significant.

Table 15
Interactions for Client Age and Proportion of Males as Moderators
of the Dropout-Outcome Relationship at Follow Up
Interaction

B

S.E.

t

Client age ×a
Overall dropout

0.04

0.03

1.39

-0.01

0.05

0.20

Nonvolitional dropout

0.04

0.04

0.99

Withdrawal

0.01

0.19

0.06

-0.12

0.30

0.40

0.07

0.07

0.90

Volitional dropout

Improvement dropout
Unknown dropout

Client sex ×b
Overall dropout

0.49

0.76

0.64

Volitional dropout

1.02

1.10

0.93

Nonvolitional dropout

-0.14

0.67

0.21

Withdrawal

-0.64

1.38

0.46

Improvement dropout

2.04

2.21

0.92

Unknown dropout

0.77

1.30

0.59

Note. All ps > .07.
a N = 23. b N = 23.
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Therapist degree. Table 16 displays the interaction statistics for degree type as a
moderator of the dropout-outcome relationship. The relationship between dropout and
outcome did not reliably vary depending on whether the therapists had a terminal degree,
such as a masters or doctorate, versus trainee status.
Table 16
Interactions for Therapist Degree Type and Year of Publication as a
Moderators of the Dropout-Outcome Relationship at Follow Up
Interaction

B

S.E.

t

Therapist degree × a
Overall dropout

-0.13

0.60

0.21

Volitional dropout

-0.13

0.92

0.14

Nonvolitional dropout

-0.91

0.84

1.09

Withdrawal

0.41

1.71

0.24

Improvement dropout

1.55

3.45

0.45

Unknown dropout

1.12

1.33

0.84

Year of publication × b
Overall dropout

0.02

0.05

0.46

Volitional dropout

0.02

0.06

0.37

Nonvolitional dropout

0.07

0.06

1.15

-0.01

0.12

0.07

0.21

0.40

0.54

-0.12

0.11

1.17

Withdrawal
Improvement dropout
Unknown dropout
Note. All ps > .2.
a N = 21.b N = 32.
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Study factors. Table 16 also displays the results from the interaction analyses with
year of publication as a moderator of the dropout-outcome relationship. None of these
interactions were statistically significant. Table 17 displays the correlations between
different types of dropout and outcome broken down by the measurement type (i.e.,
primary or secondary) and by the source of the outcome measure (i.e., client or assessor).
Interaction analyses were carried out in the same manner described for posttreatment with
these moderators. None of these interactions were statistically reliable, all interaction ps >
.06.
Table 17
Associations between Differential Dropout and Effect Size for Specific
Outcome Types at Follow Up
Measure

Dropout type

Primary

Source

Secondary

Client

Assessor

Overall

-.16

.20

-.34

.20

Volitional

-.15

-.19

-.35

.02

Nonvolitional

-.04

-.08

.03

Withdrawn

-.37

-.21

-.45*

-.20

Improvement

-.58*

-.35

-.68*

-.43

.06

-.16

-.18

.44

Unknown

.58*

a N = 31. b N = 12. c N = 23. d N = 11.
* p < .05.
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Summary of Findings
Treatments with greater levels of one type of dropout did not reliably have more or
less of another type of dropout. For withdrawal and improvement dropout, greater
dropout from a treatment was reliably associated with poorer outcomes in that treatment
for the completers. When treatments were shorter in length, greater dropout was
associated with worse completer outcomes at posttreatment with regards to overall,
volitional, and unknown dropout. Besides treatment length, no other reliable moderation
effects were observed. Twelve studies reported treatment credibility. Treatments that
were rated as less credible also had reliably more dropout for unknown reasons, however,
treatment credibility was not reliably associated with any other form of dropout nor was
credibility reliably related to treatment outcome.
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Chapter 5
Dropouts and Completers at Posttreatment
The first study investigated whether dropout is an indicator of treatment outcome for
the completers and found that greater dropout was associated with poor outcomes for
completers. Another important question is whether individuals who dropout are doing
better or worse than completers when they leave treatment. The aim of this study was to
compare dropouts and completers posttreatment.
Method
Selection criteria. In addition to the selection criteria listed in the overall method in
Chapter 2 of this paper, studies had to include a comparison of postsession measures of
psychotherapy outcome for clients who completed therapy versus those who did not (N =
565 excluded). Alternatively, studies were included if they provided postsession scores
for completers as well as intent-to-treat samples utilizing the last observation carried
forward approach. This approach is a common strategy within clinical trials in which all
client data are combined including the completer data and the last available data for
individuals who dropped out (Lachin, 2000). Intent-to treat analyses studies were
included only if the noncompleter values were the last observation carried forward after
at least one therapy session. As such, 79 studies reported intent-to-treat data with the
baseline observation carried forward for noncompleters and were excluded from the
meta-analysis.
Study characteristics. Table 18 presents the descriptive statistics for the 37 eligible
studies (see Appendix 2 for full list of articles). As can be seen, dropout typically
occurred before the 5th session and after almost 40% of the treatment was completed.
Dropout was defined by these studies in the following ways: 9 failure to complete the full
treatment (24.3%), 12 failure to reach a cut off number of sessions (32.4%), 2 failure to
reach a cut off number of sessions or a lack of mutual agreement with the clinician about
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termination (5.4%), 1 missed appointments and a lack of mutual agreement with the
clinician about termination (2.7%), 1 missed appointments or failure to complete
treatment (2.7%), 1 failure to complete the full treatment or a lack of mutual agreement
with the clinician about termination 1 (2.7%), 1 client explicitly stated a desire to
terminate (2.7%), and 9 did not report this information (24.3%).
Table 18
Characteristics of the Studies Reviewed
N of
Study characteristic

Studies

M

Range

Number of sessions before drop

23

5.5

1.7–24.3

Percentage of treatment before drop

22

38.0

14.0–67.0

Number of sessions

35

14.1

4.5–44.8

Session length in minutes

27

82.0

50.0–178.1

Number of therapists

24

8.2

1–34

Therapist experience in years

10

7.2

2-14

Number of clients

37

131.9

10–1859

Client age in years

56

37.9

24.0–62.0

Proportion of females clients

34

69.7

3.6–99.6

Proportion in a relationship

15

35.8

16.6–58.9

Proportion of Caucasian clients

20

79.4

47.0–93.6

Proportion employed

7

56.8

40.5–70.8

Year of publication

37

2004.7

1993–2015

Note. Percentage data were transformed back for ease of interpretation.
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Some of the studies compared more than one treatment resulting in 62 different
comparisons between dropouts and completers at posttreatment. The following treatment
orientations were utilized in these studies: 28 cognitive-behavioral (75.7%), 8 supportive
(21.6%), 4 dynamic (10.8%), 3 third-wave behavioral (8.1%), 3 humanistic or narrative
(8.1%), and 1 seeking safety (1.8%). Treatment consisted of approximately 14 sessions
on average, lasting a little less than an hour and a half on average (see Table 18). The
modality of the treatments included 26 studies with individual (70.3%), 7 studies of
group therapy (18.9%), and 4 studies examining a combination of individual and group
therapy (10.8%). Twenty-nine studies utilized manualized treatments and were also timelimited (78.4%).
The studies included about 8 therapists, each with approximately 7 years of
experience on average (see Table 18). These therapists had the following professional
backgrounds: 16 trainees (43.2%), 6 master’s degree (16.2%), 5 doctoral degree (13.5%),
7 mix (12.3%), and 10 failed to report this information (27.0%). Of the studies included,
16 reported therapists with psychology backgrounds (43.2%), 7 studies employed a mix
of professional backgrounds (18.9%), and 23 failed to report this information (62.2%).
Approximately 131 clients (mean age 37) participated in each of these studies on
average (see Table 18). The majority of clients were employed single Caucasian females.
These studies targeted the following client presenting problems: 12 depression (32.4%), 9
stress-related (24.3%), 6 anxious (16.2%), 6 eating disorder (16.2%), 2 health (5.4%), 1
grief (2.7%), and 1 mixed population (2.7%).
The studies were published between 1979 and 2015. Twenty-six of the studies were
randomized clinical trial designs (70.3%) with the remainder utilizing nonrandomized,
naturalistic, or chart review designs. Thirty-one studies were grant funded (83.8%) and
were conducted in the following settings: 15 outpatient clinics (40.5%), 13 university
clinics (35.1%), 2 veteran affairs medical centers (5.4%), 2 hospital outpatient clinics
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(5.4%), or 5 multiple settings (13.5%). Outcomes were measured by self-report in all but
three of the studies (91.9%). Evaluator measured assessments were also used by 8 of the
studies (21.6%). Two studies also included physiological measures (5.4%).
Procedure
Coding. For this research question, effect size was calculated by comparing the
posttherapy distress ratings of clients who dropped out of treatment versus those who did
not. When a study reported the means for intent-to-treat analyses and for the completers
only, this data was used to solve for the mean of the dropouts. The mean outcome of
dropouts was then compared to the mean of the completers with the standard deviation of
the dropouts assumed to be the same as the intent-to-treat group to calculate the effect
size.
There were 64 different outcome measures administered across the 37 studies
resulting in a total of 183 effect sizes calculated. In 157 cases (85.8%) the effect size was
calculated by using the mean and standard deviation method described in Chapter 2 of
this paper. The F-ratio or t-statistic method was used for 2 instances (1.1%). Fifteen
studies provided the percentages (8.2%), and the accommodated t-statistic method
described in Chapter 2 was utilized. For the 9 instances (4.9%) when only the comparison
between completers and dropouts was reported as “not statistically significant” with no
other information provided about the test statistics or exact p-value, the p-value was
assumed to be .1, resulting in an effect size of zero using the p-value method. Due to the
potential for bias with this method, results below are reported both including and
excluding these data when meaningfully different.
Preliminary Analyses
Independence in this dataset was assessed by examining whether there was greater
variation within comparisons than between comparisons (see preliminary analyses
section of Chapter 3 for full description). This analysis demonstrated that effect sizes
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from the same treatment comparisons were more similar than effect sizes from different
treatment comparisons, F(58, 120) = 4.02, p < .001. An additional analysis revealed
similar clustering for effect sizes from the same study, F(35, 143) = 2.70, p < .001. To
address this nonindependence, the effect sizes from a study were averaged together so
that studies with multiple effect sizes had just one observation. Similar to question 1,
separate effect sizes for different types of outcome measures and treatment variables were
also retained.
In addition, a regression was conducted in which the sample size of the study was
used to predict the outcome effect sizes (see preliminary analyses section of Chapter 3 for
full description of this analysis). Analyses revealed that the squared residuals or errors
from this regression did not vary reliably at posttreatment, r(35) = -.12, p = .5. Therefore,
the following analyses were not weighted by sample size.
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Chapter 6
Results for Dropouts and Completers at Posttreatment
Effect Size for Dropouts Versus Completers
Clients who dropped out of therapy were more distressed following therapy (M = 0.67, SD = 0.64, range = -1.74–0.80) than individuals who completed the treatment, t(36)
= -.6.46, p < .001. This difference was slightly larger (M = -0.71, SD = 0.64, range = 1.74–0.80) when excluding the p-value estimated effect sizes, t(35) = -6.77, p < .001.
Secondary Analyses
Dropout definition and timing. The effect sizes for dropout and completer
posttreatment distress did not differ reliably when dropout was defined as failure to
complete all (M = -0.74, SD = 0.73) versus a more lenient definition (M = -0.51, SD =
0.64), t(26) = -0.86, p = .4. The timing of dropout was not reliably associated with
posttreatment dropout-completer effect sizes, r(20) = -.36, p = .1.
Treatment factors. The duration of the treatment was not reliably associated with
posttreatment differences between dropouts and completers, r(33) = .05 p = .8. In
addition, the difference between dropout and completer posttreatment distress did not
reliably differ depending on whether the treatment was manualized, t(32) = 0.80, p = .4.
Likewise, the effect size for posttreatment distress did not reliably differ depending on
whether the treatment was administered individually or in a group, t(31) = -1.07, p = .3.
Therapist factors. Dropout-completer posttreatment distress effect sizes did not
differ reliably as a function of whether the therapists held a terminal degree (M = -0.73,
SD = 0.78) or were trainees (M = -.56, SD = .55), t(25) = -0.65, p = .5.
Client factors. Age was not reliably associated with the dropout-outcome
posttreatment effect size, r(32) = .24, p = .2, nor was the proportion of males in the study,
r(32) = -.01, p = .9. Differences between dropout and completer posttreatment severity
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did not reliably differ depending on presenting problem, F(5, 31) = 1.11, p = .4 (see
Table 19).
Table 19
Effects for Specific Presenting Problems at Posttreatment
Effect Size
N of
Type of measure

studies

M

SD

Depression

12

-0.82*

0.57

Anxious

6

-0.92*

0.54

Stress-related

9

-0.53*

0.68

Eating disorders

6

-0.59

0.80

Note. Asterisks indicate that the mean effect size differed reliably from zero (p < .05).

Study factors. The effect size for dropouts and completers at posttreatment was not
significantly associated with the year of publication, r(35) = .26, p = .1. Likewise, the
effect size did not vary reliably depending on the treatment setting, F(1, 35) = 1.65, p =
.2. Study design type was also not reliably related to effect size, t(35) = -0.71, p = .5 (see
Table 20). Table 20 also presents the descriptive statistics for measurement source and
type. To avoid violating the assumption of independence, when studies had an effect size
for both primary and secondary measures, the secondary measure value was used and not
the primary value for the overall test of difference between groups. The size of the effect
did not differ reliably depending on measure type, F(1, 35) = 0.06, p = .8. A similar
analysis was conducted with effect sizes counted toward the assessor when both types
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were available and this overall test was also not statistically significant between groups,
F(1, 35) = 1.43, p = .2.
Table 20
Effects for Different Study Variables at Posttreatment
Effect Size
N of
Type of measure

studies

M

SD

Study type
Randomized

26

-0.72*

0.66

Nonrandomized

11

-0.56*

0.58

Measure source
Client-rated

34

-0.63*

0.65

Assessor-rated

8

-0.94*

0.51

Measure type
Primary

36

-0.66*

0.64

Secondary

7

-0.76*

0.45

Note. Asterisks indicate that the mean effect size differed reliably from zero (p < .05).

Summary of Findings
A moderate effect size was found for posttreatment differences such that dropouts
were in more distress than completers. This effect was statistically reliable and did not
reliably vary as a function of any of the treatment, therapist, client, or study factors
examined.
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Chapter 7
Dropouts and Completers at Pretreatment
Even if endpoint or follow up data clearly indicate that individuals who drop out of
treatment fare more poorly than individuals who complete the treatment, this fact alone is
not sufficient for the conclusion that dropout represents therapeutic failure. It remains
possible that individuals who decide to leave treatment are either more or less distressed
than completers at the start of treatment. The aim of this research question was, therefore,
to investigate pretreatment symptom severity or distress of clients who drop out versus
those who remain in treatment. Some studies have attempted to address this question
(e.g., Fisher, Winnie, & Ley, 1993; Fenger, Mortensen, Poulsen, & Lau, 2011); however,
findings from these studies have been mixed and often they have been limited to a
particular population, which may or may not generalize to psychotherapy more broadly.
Method
Selection criteria. In addition to the selection criteria listed in the overall method in
Chapter 2 of this paper, studies need to have reported data for pretreatment measures of
symptom severity for clients who completed treatment relative to those who dropped out
of treatment to be included in the question 3 analyses. Alternatively, studies could also be
included if they provided baseline scores for completers as well as intent-to-treat samples
(a common strategy within clinical trials in which all client data are combined including
the completer data and the last available data for individuals who dropped out).
Study characteristics. Table 21 presents the descriptive statistics for the 57 eligible
studies (see Appendix 3 for full list of articles). As can be seen, dropout typically
occurred before the 5th session and approximately after one third of the treatment was
completed. Dropout was defined by these studies in the following ways: 13 failure to
complete the full treatment (22.8%), 13 failure to reach a cut off number of sessions
(22.8%), 1 failure to reach a cut off number of sessions or a lack of mutual agreement
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with the clinician about termination (1.8%), 1 failure to reach a cut off number of
sessions or clients explicitly stated a desire to discontinue treatment even after this cut off
(1.8%), 1 missed appointments or failure to complete treatment (1.8%), 1 failure to
complete the full treatment or a lack of mutual agreement with the clinician about
termination (1.8%), and 27 did not report this information (47.4%).
Table 21
Characteristics of the Studies Reviewed
N of
Study characteristic

Studies

M

Range

Number of sessions before drop

22

4.9

1.9–24.3

Percentage of treatment before drop

22

34.7

14.3–58.2

Number of sessions

55

13.5

3.0–44.8

Session length in minutes

43

86.7

45.0–172.5

Number of therapists

30

63.5

23.0–193.3

Therapist experience in years

12

7.3

0-16

Number of clients

32

63.0

2–54

Client age in years

56

37.9

24.0–62.0

Proportion of females clients

49

62.9

4.2–97.3

Proportion in a relationship

26

43.1

32.4–77.0

Proportion of Caucasian clients

32

82.1

3.4–97.7

Proportion employed

22

56.4

18.5–93.6

Year of publication

57

2005.1

1993–2015

Note. Percentage data were transformed back for ease of interpretation.
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Some of the studies compared more than one treatment to another resulting in 71
different comparisons between dropouts and completers at baseline. The following
treatment orientations were used in these studies: 55 cognitive-behavioral (96.5%), 3
dynamic (5.3%), 7 third-wave behavioral (12.3%), 7 supportive (12.3%), and 1 eye
movement desensitization and reprocessing (1.8%) Treatment on average consisted of
approximately 13 sessions lasting a little less than an hour and a half. The studies
reported the following modalities: 33 individual therapy (57.9%), 20 group (35.1%), and
4 a combination of individual and group therapy (7.0%). In 49 (86.0%) studies the
treatments were time limited and in 45 (79.2%) of the studies the treatments were
manualized.
The studies included on average 7 therapists with approximately 7 years of
experience (see Table 21). These therapists had the following professional backgrounds:
13 trainees (22.8%), 8 masters degree (14.0%), 10 doctorate degree (17.5%), 7 mix
(12.3%), and 19 failed to report this information (33.3%). Twenty-seven of the studies
(47.4%) included therapists from psychology, 8 studies employed a mix of professional
backgrounds (14.0%), and 22 failed to report this information (38.6%).
Sixty-three clients (mean age 38) participated in these studies on average. The
majority of clients were employed single Caucasian females (see Table 21). These studies
targeted the following client presenting problems: 10 depression (17.5%), 15 anxious
(26.3%), 4 stress-related (24.6%), 8 eating disorder (14.0%), 5 health (8.8%), 3 grief
(5.3%), 1 substance abuse (1.8%), and 1 mixed population (1.8%).
The studies were published between 1993 and 2015. Thirty-seven of the studies
were randomized clinical trial designs (64.9%) with the remainder using nonrandomized,
naturalistic, or chart review designs. Of the studies, 38 were grant funded (66.7%). The
studies took place in the following settings: 14 outpatient clinics (24.6%), 26 university
clinics (45.6%), 7 hospital outpatient clinics (12.3%), 5 veteran affairs medical centers
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(8.8%), 4 multiple settings (7.1%), and 1 refugee community (1.8%). Outcomes were
measured by self-report in all but four of the studies (93.0%). Evaluator-based
assessments were also utilized by 15 of the studies (26.3%). Four studies also included
physiological measures (7.0%).
Procedure
Coding. For this research question, effect sizes were calculated comparing the
pretherapy symptom severity ratings of clients who dropped out of treatment versus those
who completed treatment. When a study reported the means for both intent-to-treat
analyses and for the completers separately, these data were used to solve for the mean of
the dropouts. The mean outcomes of dropouts was then compared to the mean of the
completers with the standard deviation of the dropouts assumed to be the same as the
intent-to-treat group to calculate the effect size.
There were 179 unique pretreatment symptom severity measures across the 57
studies resulting in a total of 345 effect sizes calculated. One hundred and ninety-three
effect sizes (55.9%) were calculated by using the mean and standard deviation method
described in Chapter 2 of this paper. The F-ratio or t-statistic method was used for 11
instances (3.2%). Four studies provided the percentages (2.1%), and the accommodated tstatistic method described in Chapter 2 was utilized. In an additional 17 instances the
appropriate effect size was reported in the article. The exact p-value was utilized as
described in Chapter 2 for 2 instances (0.6%).
For the 118 effects (34.2%) reported as “not statistically significant” without
mention of test statistics or specific p-values, the p-value was assumed to be .1, resulting
in an effect size of zero using the p-value method. This method could be randomly biased
as some studies may have had a nonsignificant but slightly positive or slightly negative
finding. Excluding such cases could also bias the findings toward inclusion of studies that
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reported significant findings. Therefore, the results below are reported both including and
excluding these data when the results were meaningfully different.
Preliminary Analyses
Effect sizes from the same treatment comparisons were found to be more similar
than effect sizes from different comparisons, F(71, 273) = 3.07, p < .001. An additional
analysis revealed similar clustering for effect sizes from the same study, F(56, 288) =
3.07, p < .001. To address this nonindependence, the 345 effect sizes were averaged so
that studies with multiple effect sizes had just one observation resulting in 57 effect sizes.
Similar to questions 1 and 2, separate effect sizes for different types of outcome measures
and treatment variables were also retained. Effect sizes once again did not vary as a
function of sample size, r(55) = -.12, p = .4, and the following analyses were not
weighted by sample size.
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Chapter 8
Results for Dropouts and Completers at Pretreatment
Dropouts versus Completers
Clients who dropped out of therapy were in more distress prior to beginning
treatment (M = -0.20, SD = 0.38, range = -1.15–0.99) than individuals who completed the
treatment, and this effect was small but reliable t(56) = 3.98, p < .001. This difference
was larger (M = -0.30, SD = 0.43 range: -1.15–0.99) when excluding the p-value
estimated effect sizes derived from “nonsignificant differences,” t(40) = 4.48, p < .001.
Secondary Analyses
Dropout definition and timing. The effect sizes for dropout and completer pretherapy distress did not differ reliably when dropout was defined as failure to complete
all (M = -0.17, SD = 0.42) versus a more lenient definition (M = -0.11, SD = 0.42), t(51)
= 0.34, p = .7. Also, the timing of dropout was not reliably related to the dropoutcompleter effect size at pretreatment, r(20) = .27, p = .2.
Table 22
Effects for Different Treatment Formats at Pretreatment
Effect Size
N of
studies

M

SD

Manualized

44

-0.23

0.37

Not manualized

12

-0.10

0.44

Individual

33

-0.20

0.43

Group

20

-0.23

0.32

Note. Asterisks indicate that the mean effect size differed reliably from zero (p < .05).
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Treatment factors. The duration of the treatment was not reliably associated with
pretreatment differences between dropouts and completers, r(53) = -.06, p = .7. The
difference between dropout and completer pretreatment severity did not reliably differ
depending on whether the treatment was manualized, t(54) = 1.03, p = .3 (see Table 22).
The effect size for pretreatment severity also did not reliably differ depending on whether
the treatment was administered individually or not, t(51) = 0.34, p = .7.
Therapist factors. Dropout-completer pretreatment distress effect sizes did not
differ reliably as a function of whether the therapists held a terminal degree (M = -0.22
SD = 0.32) or were trainees (M = -0.06, SD = 0.37), t(36) = 1.39, p = .2. Therapist
experience was not statistically significantly related to effect size, r(10) = -.45, p = .1.
Table 23
Effects for Different Presenting Problems at Prettreatment
Effect Size
N of
Type of measure

studies

M

SD

Depression

10

-0.10

0.48

Anxious

15

-0.18*

0.28

Stress-related

14

-0.26

0.50

Eating disorders

8

-0.42*

0.34

Behavioral health

5

-0.01

0.03

Other

5

-0.12

0.22

Note. Asterisks indicate that the mean effect size differed reliably from zero (p < .05).
The “other” category consists of grief, substance abuse, and a mixed population.
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Client factors. Samples with younger clients were reliably associated with more
severe distress among dropouts relative to completers at baseline, r(54) = .28, p = .04.
Although studies with more males tended also to have less severe dropout relative to
completer pretherapy distress, this association was not reliable, r(47) = 25, p = .08. The
effect size did not reliably differ depending on presenting problem, F(5, 51) = 1.05, p = .4
(see Table 23).
Table 24
Effects for Different Study Variables at Prettreatment
Effect Size
N of
Type of measure

studies

M

SD

Study type
Randomized

37

-.23*

.44

Nonrandomized

20

-.15*

.23

Measure source
Client-rated

53

-.19*

.36

Assessor-rated

15

-.25*

.43

Measure type
Primary

56

-.19*

.37

Secondary

13

-.14

.35

Note. Asterisks indicate that the mean effect size differed reliably from zero (p < .05).

Study factors. Regarding study factors, the effect size for pretreatment differences
for dropouts and completers was not significantly associated with the year of publication,

51

r(55) = .13 p = .4. Likewise, the effect size did not vary reliably depending on the
treatment setting, F(2, 53) = 0.63, p = .5 Study design type also was not reliably related
to effect size, t(54.97) = 0.92, p = .4 (see Table 24). Table 24 presents the descriptive
statistics for measurement source and type. To avoid violating the assumption of
independence, when studies had an effect size for both primary and secondary measures,
the secondary measure value was used and not the primary value for the overall test of
difference between groups. The size of the effect did not differ reliably depending on
measure type, F(1, 55) = 0.33, p = .5. A similar analysis was conducted with effect sizes
counted toward the assessor when both types were available, and this overall test was
also not statistically significant between groups, F(1, 55) = 0.09, p = .8.
Summary of Findings
A small effect size was found for prettreament differences such that dropouts were
in more distress than completers. This effect was statistically reliable and did not reliably
vary as a function of any of the treatment, therapist, client, or study factors examined,
with one exception. Studies with younger clients also had more severe distress among
dropouts relative to completers.
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Chapter 9
Discussion
Psychotherapy dropout is sometimes characterized as a sign of treatment failure
(e.g., Hunt & Andrews, 1992; Samstag et al., 1998). However, few studies have directly
assessed the relationship between dropout and outcome, and findings have been
inconsistent (e.g., Cahill et al., 2003; Silverman & Beech, 1979). The aim of the current
research was to examine the importance of psychotherapy dropout for therapeutic
outcome through three meta-analyses.
The first question was whether different rates of dropout were associated with
conclusions about the effectiveness of the treatment for those clients who remained in
therapy to completion. This analysis included an examination of different reasons for
dropout including volitional, nonvolitional, improvement, withdrawal, and unknown.
This first set of analyses found that dropout tends to be a predictor of poorer outcome for
those who remain in the treatment. Stated another way, treatments with lower dropout
rates showed more improvement for the people who completed that treatment. When
dropout occurred at greater levels because the clients indicated they felt they had
improved and no longer desired to continue, the outcomes for those who remained in the
treatment were poorer. Dropout due to improvement might have influenced the
therapeutic picture for the completers because the most successful clients were not
counted toward the treatment outcome. It is also possible, however, that the treatment
was not all that helpful to the dropouts or the completers and those who dropped out
elected to leave after they perceived the maximal potential benefit had been reached. It is
also possible that individuals who dropped out due to “improvement” were not actually in
much need of help at the start of therapy and decided to end a treatment when he or she
sensed there was little further to gain from continuing the treatment.
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Another finding of this study was that when clients were withdrawn from treatment
at greater rates–either by their clinician or the researcher due to a violation of treatment
protocol or deterioration of symptoms–individuals who remained in treatment showed
poorer outcomes. One explanation for this finding is that the clinician or researcher was
aware that the treatment was less effective and withdrew individuals more readily due to
concern for the individual’s welfare. There is always the possibility of investigator or
therapist allegiance to a treatment biasing decisions about the suitability of these
individuals remaining in the treatment (Berman & Reich, 2010).
When treatment was short in length, overall dropout, as well as dropout for
volitional and unknown reasons, was also associated with poorer outcomes for those who
remained in the therapy. If a treatment is very short and a client cannot be persuaded or
motivated to attend one or more additional sessions, this might be an indication that the
treatment is not very effective. On the other hand, the possibility that these individuals
discontinued the treatment and left behind clients who are more severe still cannot be
ruled out.
Altogether, findings from the first study are interesting in and of themselves because
they suggest that dropout may have some importance for psychotherapy outcome.
Investigation of dropout requires more effort than in typical psychotherapy studies
because individuals who dropout often give little warning or explanation before
terminating and can be difficult to track after termination. The meaning of the dropoutoutcome relationship remains ambiguous. These findings could indicate that the clients
chose to leave ineffective treatments as has sometimes been suggested (Hunt & Andrews,
1992). Alternatively, this finding could suggest that some clients improved rapidly and
dropped out due to improvement and, therefore, the individuals who stayed in the
treatment longer were those showing a slower rate of improvement. If so, dropout would
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cause the treatment to appear less effective as measured by outcome when it was actually
an artifact of the missing data from the clients who improved more.
The second question was whether the posttreatment status of clients who dropped
out differed from those that completed therapy. This analysis yielded a moderate average
effect size of 0.67 such that individuals who dropped out of treatment were in more
distress at last contact than the completers of the treatment. Notably, the average effect
size for psychotherapy versus an untreated control is 0.85 (Smith, Glass, & Miller, 1980,
p. 87; also see Lipsey & Wilson, 1993). As such, one possible explanation for the current
findings might be that individuals who choose to drop out were on average not finding
the therapy very beneficial. However, the studies in this analysis often did not provide
data for completers and dropouts at comparable time points. For example, the last
available data for completers could have been at 16 weeks when the therapy was intended
to end whereas the last available data for dropouts could have been at week 4 when they
left treatment. This posttreatment effect size might, therefore, be accounted for by the
passage of time. These studies did not provide sufficient information to test this potential
limitation. In addition, it remains possible that posttreatment differences could be
accounted for by preexisting differences between dropouts and completers. That is,
dropouts may have improved relative to pretherapy and achieved a “good enough” level
of change (Barkham et al., 2006) or may have begun treatment in more distress than
completers.
The third question investigated whether the pretreatment status of clients who
dropped out differed from those who completed therapy. This analysis yielded a small
average effect such that individuals who dropped out tended to start treatment in slightly
more distress than individuals who completed the treatment. This finding could indicate
that posttreatment differences between dropouts and completers are slightly inflated
reflecting pretreatment differences that were sustained. The nature of the data in the third
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study does not allow for conclusions about progress and patterns of change after
pretreatment, however. As such the meaning of this finding remains uncertain. For
example, there is some evidence that clients in more distress make greater gains in
therapy. It is, therefore, possible that individuals in slightly more distress at the start of
therapy achieved sufficient relief earlier and no longer desired to continue. It is
alternatively possible that those who dropped out have slightly elevated needs that were
not being met in the treatment. Similarly, individuals in more distress might be more
easily frustrated or discouraged by the therapeutic process and may be unwilling or
unable to tolerate these negative feelings for additional sessions.
Another finding from this research was that studies with younger clients indicated
that they also tended to have more distress among dropouts relative to completers at
pretreatment. Previous research has found that younger clients are at a higher risk of
dropping out (e.g., Swift & Greenberg, 2011), and this pretreatment distress finding
might point to future directions to explore with this dropout predictor. The aim of the
current research, however, was not to investigate predictors of dropout but rather
investigate the relationship between dropout and psychotherapy outcome. With the
exception of treatment length, no other treatment, therapist, client, or study moderators
appeared promising for understanding the dropout-outcome relationship.
The current meta-analyses offered some advantages over existing research. For one,
the current research was broad and inclusive in contrast to many studies on dropout,
which are specific to a population or treatment setting. Similarly, previous research on
dropout has taken place in clinics where dropout is problematically high whereas the
current studies utilized general treatment research that included dropout information,
which could increase the generalizability of the findings. In addition, outcome in this
study was measured by symptom distress, usually client-rated, as opposed to the more
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common approach that relies on satisfaction ratings, global impressions, or therapist
judgments.
An important limitation of this research is absence of a second coder to check the
reliability of coding. The main function of low reliability is to undermine the detection of
effects. As such the secondary analyses concerning treatment, therapist, client, and study
variables may not be representative. Future work could improve on this study by
incorporating additional coders and analyzing reliability for both objective coding (e.g.,
proportion of males in a study) as well as variables involving greater levels of inference
(e.g., volitional dropout).
It is also worth noting that the current research excluded studies conducted in
inpatient or prison settings, studies of child, family, couples, or psychotic populations,
pharmocotherapy, and self-help or technology-based treatments. Therefore, the findings
in this research may not generalize to these populations. Furthermore, the treatments in
these studies tended to time-limited in nature and occurred in academic settings where
clients may not have paid for treatment. As such, these findings may not generalize to
more naturalistic open-ended treatment with client-associated costs.
Moreover, previous research has suggested that dropout might be especially
important when working with clients with personality disorders (e.g., Eurelings-Bontekoe
et al., 2009; McMurran, Huband, & Overton, 2010; Swift & Greenberg, 2012); however,
by chance studies including these populations were not typically eligible for other reasons
(e.g., failing to report reasons for dropout separately for treatment conditions or only
providing an intent-to-treat analysis with the baseline carried forward). As such, the
current findings may not generalize to this population. Though the current research
examined presenting problems as a moderator of the dropout-outcome effects, these
analyses may have been underpowered due to small sample sizes for each problem type.
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In addition, like most psychotherapy research, the studies typically relied on selfreport measures, which are more susceptible to demand characteristics. Also, the current
study examined therapists at differing levels of training and experience, however, an
interesting direction for future research might examine dropout rates and therapeutic
effectiveness comparing professionals and paraprofessionals.
The findings from the current study raise a number of interesting questions for
future research. The findings from the current research suggest that dropout is relevant to
psychotherapy outcome and worth further investigation. What appears most needed now
is a clearer understanding of the meaning of this association. One way this might be
accomplished is through a large scale study in which clients are tracked continuously
with symptom distress measures starting at pretreatment, continuing at every session, and
then followed up after posttreatment regardless of termination type. For example, clients
might complete a measure of general symptom distress at every session as well as
designated assessment points before and after therapy. General distress measures are
ideal because they are sensitive to change but are routinely used on a weekly basis in
treatment already and therefore pose less concern for reactivity and fatigue than more
extensive batteries. Researchers could distinguish themselves from the therapy process by
meeting with clients prior to treatment and explaining the importance of following up
with individuals regardless of treatment status. These researchers would not also serve as
the therapists and would make clear that the measures would not be viewed by the
therapists. Clients could be asked to offer multiple forms of contact as well as identify
someone the researchers could contact should those methods fail. This strategy of
obtaining multiple forms of contact is especially important for individuals who drop out
abruptly without informing their therapist. A financial incentive for completing
posttreatment and follow up measures could increase client responsiveness after dropping
out. Records of termination type and reasons for termination would also be helpful.
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Such a design would improve on the limitations of the current research in a number
of ways. For one, differences between dropouts and completers at posttreatment in the
current research could be explained by differences in the timing of measurement or rates
of improvement for these two groups. The proposed research would allow for an
investigation of dropout outcomes relative to completer outcomes that are at comparable
time points, ruling out the possibility that completers appear different due to the passage
of time. This design would also allow one to assess whether those who drop out progress
in similar or different amounts or rates than completers relative to pretreatment. If
dropouts are deriving some degree of benefit from therapy, it could be further examined
to compare the rate of change of dropouts relative to completers. With multiple time
points it would be possible to investigate whether dropouts are making gains or
deteriorating after leaving therapy as well. Furthermore, the quality of the change could
be assessed; is the change observed clinically meaningful or are these dropouts
symptomatic but less bothered by the symptoms?
Given that dropouts are not likely to be a homogenous group (Pekarik, 1983b), with
a variety of different reasons for ending treatment, each of these questions could be
examined separately for each type. It may be that clinicians and researchers should not be
all that concerned with dropout for nonvolitional reasons like scheduling conflicts but
should be especially attentive to dropout of another type. Further still, the current study
investigated dropout for unknown reasons but a related yet distinct factor might be
whether the termination was anticipated by the therapist or experienced as abrupt (Knox
et al., 2011).
In addition, though this study examined pretreatment differences in dropouts and
completers, it remains unclear whether pretreatment distress a risk factor for negative or
positive dropout. If pretreatment distress is associated with good or bad outcome dropout,
it would be further helpful to explore if this is particular to a certain types of dropout. The
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proposed study would clarify the role of pretreatment distress for the dropout-outcome
relationship. Although some studies have included elements of the design described here,
no study to date has incorporated all of these elements for a thorough investigation.
Both methodological and clinical relevance could be derived from further work in
this area. Take for example the possibility that the association between dropout and
outcome seems to reflect more of an artifact of the treatment wherein clients derive their
desired benefit quickly leaving behind more severe clients who complete the treatment. If
conceptualization is correct, then the current practice of carrying the baseline scores of
dropouts forward for posttreatment analyses is not “conservative,” as researchers
sometimes state, but harmful to treatment comparison conclusions. Similarly, the use of
dropout rates between treatments as a proxy measure for treatment failure would be
inappropriate in this scenario. Furthermore, if the association were of this nature it might
mollify therapists’ concerns about the meaning of dropout and might suggest that efforts
to intervene are unnecessary or even harmful. On the other hand, if the association
between dropout and outcome is a sign of treatment failure it would lend credibility to the
current methodological practices and preventative efforts. In addition, one might wonder
what mediates this relationship. For example, the credibility of the treatment, the quality
of the therapeutic relationship, or qualities inherent in the client could be mediators to
explore. Regardless of whether dropout signifies treatment failure or response, the
finding that dropout is associated with outcome is intriguing as it indicates that more can
be learned about what makes for effective therapy by continuing research in this area.
To my knowledge, the current research is the first meta-analysis to address the
relationship between dropout and outcome. This current research utilized a broad range
of treatment data that happened to also report dropout and as such may generalize better
than previous research efforts. The nature of the current research is not sufficient to allay
concerns about the effects of dropout on psychotherapy study design (Howard 1986),
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confirm the perception that dropout is a proxy for treatment failure (Hunt & Andrews,
1992), or indicate that efforts to reduce dropout on the basis of helping the clients are
warranted (Oldham, Kellett, Miles, & Sheeran, 2012). What the current study does offer
is promise for future research that more directly investigates the meaning of dropout for
the individual and for psychotherapy.
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